In the Cardiology Masters section of European Cardiology Review we bring you an insight into the career of a key contributor to the field of cardiology.
In this edition, we feature Professor Keith AA Fox, University of Edinburgh, Scotland, UK. C ardiology was never forefront on my mind. I grew up in Central Africa in Zimbabwe where my father was a banker and I went to local schools. I always had an interest in the sciences so during a gap year between school and university I worked in the Queen Elizabeth Hospital in Malawi in the labs and trauma outpatient clinic. This fed my enthusiasm to pursue science and was really quite informative.
It was during my degree in immunology and in pathology that I became very interested in mechanisms although at that stage I still had no idea that I would be veering towards cardiology. That said, increasingly I became preoccupied with the fact that about half of those with ST elevation myocardial infarction (STEMI) died within 30 days of their index event, which I found really shocking. Most of the treatments were aimed at just ameliorating the duration of the complications not dealing with the problem; I wanted to do something about it and that led me to specialise in cardiology.
Towards the end of my training in 1981 I decided it would be beneficial to spend some time in the USA so my family and I spent five wonderful years there. I took up a research fellowship at Washington University in St Louis and later joined the faculty. Most of my research at that time was basic science research looking at key mechanisms of myocardial arterial reperfusion and it was here that we produced the original experimental and first clinical studies with tPA for thrombolysis 1,2 in collaboration with colleagues at the University of Leuven in Belgium. We also instigated early work on imaging and positron emission tomography looking at the myocardium and its recovery. The risk score identifies people by phenotype in terms of baseline characteristics and those who are most at risk of further events, however I think in the future we're going to be able to base it on both phenotype and bio-and genetic markers to help only treat people who need it; it's about getting effective treatment to those most at risk rather than blanket treatment for the whole population.
Whilst being involved with the likes of GRACE and Randomised
Intervention Trial of Unstable Angina (RITA-3) have always been enormously significant and satisfying to me, and have changed the management of acute coronary artery disease from watchful waiting to expediting admission, reducing clotting and treatment by opening up the artery, I've also always strongly felt that as cardiologists we must be involved in prevention. My ambition is to see a smoke free generation; it's not going to be easy but you have to aim high! Regardless of the progress we've made in cardiology, there's a lot more to do. Some might say that the box is ticked for acute cardiology because the government targets for declining death rates have been exceeded. We have missed out on long-term consequences that occur in people with prior heart attack in those with cardiovascular disease and changing those long-term consequences is of fundamental importance; the possibilities in bespoke treatments for individuals in the future are truly exciting.
One of the really exciting areas that our group in Edinburgh is involved in is identifying plaques that are susceptible to rupture. Cardiology has been predominantly focused on putting out the fire once it has happened, but the exciting potential that we have been working on is identifying inflammation and micro-calcification within the plaque with the aim of preventing rupture in the first place. The critical issue is altering the balance between repair and progression so the work we are doing aims to favourably shift the balance towards repair and potentially switch off vulnerable plaques. This work is one of the reasons we won the Queen's Anniversary Award, so presumably the reviewers think that what we're doing has potential! n
